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K 020 | NFPA 101 LIFE SAFETY CODE STANDARD K 020
Stairways, elevator shafts, light and ventilation
shafts, chutes, and other vertical openings
between floors are enclosed with construction
having a fire resistance rating of at least one
hour. An atrium may be used in accordance with
8.256. 19.3.1.1.
This STANDARD is not met as evidenced by:
Based on observation, on August 23, 2007 at
approximately 9:30am onward, the fire rated
enclosure is incomplete at pipe chase behind
lavatories in shower room 254. The enclosure is
not equipped with a fire rated door assembly
where access is provided to chase.(W Ward -
Hoey BIdg)
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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